ABSTRACT
INTRODUCTION
Acute colonic ischemia is usually seen in the elderly population as a result of atherosclerosis and low blood flow which can cause colitis and rectal bleeding. Acute nonocclusive ischemia of the colon manifested as isolated cecal necrosis is a rare condition which mostly occurs in patients with chronic renal failure or heart failure and 9% to 20% of deaths in hemodialysis dependent patients are attributable to nonocclusive mesenteric ischemia or bowel infarction (1) (2) (3) . Although there is not a consensus on gender and the age of the pati- ents under chronic dialysis presenting with nonocclusive mesenteric ischemia, Yaacov Ori et al. (4) reported the mean age of the patients as 70.8±1.8 years, and the male:female ratio of 7:13 in these patients. In the same study possible contributing factors for nonocclusive mesenteric ischemia other than dialysis-associated hypotension were reported as high-dose recombinant human erythropoietin therapy, metastatic calcifications in abdominal aorta, digoxin treatment, and hypoalbuminemia. Patients who have isolated cecal necrosis usually present with right lower quadrant abdominal pain, nausea and vomiting resembling acute appendicitis. Here, we report a 58-year-old male patient with known chronic renal failure who was diagnosed with cecal necrosis and underwent a right hemicolectomy operation.
CASE REPORT
A 58-year-old male patient applied to the emergency clinic with right lower quadrant abdominal pain and rectal bleeding ongoing for three days. The patient had undergone appendectomy 4 months ago which pathological examination was reported as reactive lymphoid hyperplasia with melanosis coli. The patient had been diagnosed with chronic renal failure 5 years ago, and had been on hemodialysis program for three times a week. The patient had no other symptoms such as vomiting, nausea, and diarrhea. On physical examination, the patient's body temperature, blood pressure, and heart rate were within their normal ranges. The patient had abdominal distention with guarding and rebound on the right lower quadrant. Bowel sounds were found to be minimally decreased. On rectal examination hematochezia was present. Following the physical examination, laboratory tests including complete blood count (CBC), biochemical and coagulation tests, arterial blood gas analyses were performed. Laboratory tests were found to be normal except increased creatinine levels. To investigate the source of gastrointestinal bleeding, colonoscopic examination and computed tomography (CT) of the abdomen were performed. Abdominal CT scan demonstrated thickened cecal wall with pericecal fluid (Figure 1,2) .
On colonoscopic examination, an ulcerated cecal lesion with clots and ischemic areas was detected. Other segments of the colon were found to be normal and no other active bleeding areas were seen. With the presumptive diagnosis of colonic ischemia, the patient was hospitalized for an emergent operation. Under general anesthesia with endotracheal intubation explorative laparotomy was performed. It was seen that cecal wall was perforated in the area of ischemia and partially closed by an anterior abdominal wall (Figure 3,4) .
The right hemicolectomy with side to side ileotransversostomy was performed. The patient was started on broad-spectrum antibiotics and then levels of inflammatory markers gradually decreased. The patient was started on liquids, and solid food on a postoperative days 3, and 5, respectively. The patient was discharged on postoperative day 9.
Histopathological examination revealed diffuse mucosal ulceration and inflammation reaching to subserosal layer. All dissected lymph nodes were found to be reactive.
DISCUSSION
Intestinal ischemia is divided into three groups as acute mesenteric ischemia, chronic mesenteric ischemia and colonic ischemia (ischemic colitis). Although the most frequently seen form of intestinal ischemia is colonic ischemia, isolated cecal necrosis is a rare entity which can occur due to occlusive or nonocclusive pathologies. It has been shown that nonocclusive isolated cecal necrosis is associated with open heart surgery, chronic heart disease, chronic renal failure and hemodialysis (5, 6, 8) . The physiopathology is based on low blood flow and patients on routine hemodialysis program have a greater risk for ischemic colitis due to increased incidence of arterial vascular diseases.
Patients who have isolated cecal necrosis, usually present with right lower quadrant abdominal pain, nausea, vomiting, fever which may be easily misinterpreted as acute appendicitis. Patients may also have symptoms such as rectal bleeding and diarrhea consistent with colitis. Laboratory tests, colonoscopic and radiological examinations are important on the way to diagnosis. Leukocytosis, necrotic cecal mucosa in colonoscopy, thickened cecal wall, increased diffuse intestinal diameter, mesenteric arterial thrombus, intestinal pneumatosis, portal or mesenteric venous gas, pneumoperitoneum and intraabdominal free fluid may be found in CT scans (9, 10) .
In the literature, there are different types of surgical methods recommended for the management of isolated cecal necrosis. Although in many studies right hemicolectomy with ileotransversostomy was recommended, construction of ileostomy following cecal resection or other surgical procedures such as cecal tube and cecostomy according to the size of the cecal perforation and necrosis can also be performed (5) (6) (7) .
Isolated cecal necrosis is a rare condition which can occur in patients with chronic renal and heart failure, thus it should be considered in patients presenting with right lower quadrant abdominal pain. 
